AGENCY OF HUMAN SERVICES 



yERMONT 


DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 


May 2y, 2014 


Division of Licensing and Protection 


Waterbury, VT 05671-2306 
http://vyvw.dail.vermont.gov 
Voice/TTY (802) 871-3317 
To Report Adult Abuse: (800) 564-1612 
Fax (802) 871-3318 


Ms. Jane White, Administrator 
Cota's Hospitality Ho.me 
1079 South Barre Road 
Barre, VT 05641-8115 


Dear Ms. White: 

Enciosed is a copy of your acceptabie plans of correction for the survey conducted on April 
16 , 2014 , Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that vour facilitv has failed to achieve nr maintain substantial cnmnliance. remedies 
may be imposed. 

Sincerely, 

Pamela M. Cota, RN 
Licensing Chief 

PC;jl 


Developmental Disabilities Services 

Licensing and Protection 


Adult Services Blind and Visually Impaired 

Vocational Rehabilitation 
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R100' Initial Comments: 


I An unannounced onsite re-licensure survey and 
: complaint investigation were conducted by the 

i o 4/-t rr o 

i LyiViOiUll Ul l_»L.C[|Oil ly 01 rtULCL-llUJi Ui I Hi lU <X 

i 4/16/2014. Findings include: 


R136' 'V. RESIDENT CARE AND HOME SERVICES 
SS=E 

5.7, Assessment 

5.7. C Each resident shaii also be reassessed 
annually and at any point in which there is a 
change in the resident's physical or mental 
condition. 


This REQUIREMENT is not met as evidenced 


Based on record review and staff interview the 
facility failed to assure that each resident was 
assessed annually for five of the five Residents 
reviewed (Residents #1 ,#2, #3, #4 and #5): 
Findinas include: 


1). Per record review R#1 had no assessment for 


nr\^ o a 

Liic ycaio I-j aiiu z.u \h. 


2) . Per record review Residents #2 and #4 had no| 

an nual assessments for the year 2013. l 

3) . Per record review Residents #3 and #5 had 
annual assessments for the year 2013 which 
were not signed by the RN as being complete. 

In an interview at 1:45 PM the facility manager 
confirmed that there were no assessments 
compieted for the residents in the samples 
described above. 
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V. RESIDENT CARE AND HOME SERVICES 

R145 




5.9.c (2) 


' Oversee development of a written plan of care for 
each resident that is based on abilities and needs 
as identified in the resident assessment. A plan 
of care must describe the care and services 
I necessary to assist the resident to maintain 
independence and well-being; 

This REQUIREMENT is not met as evidenced 

I •><-« I yj »i j 

j Ljacicu ui I icTL/Wiu icvicrvY ai lu oiaii iti lci Vicrvv ti ic 

facility failed to assure the development of a 
written plan of care that described care and 
services necessary to maintain independence 
and well being for 2 of 5 residents reviewed (R#1 I 
and R#4). Findings include: 

1). Per record review R#1 fell into a nearby river I 
! on Ssturdsy morning whilo out in tho compsny of ' 
: a second resident. There is no documentation in I 
the resident care plan regarding resident safety or| 
education regarding approaching the nearby river.; 
Additionally the resident has a bee sting allergy j 
and has an Epi-pen in case of anaphylaxis. The | 
care plan does not address assuring he has the | 
Epi-pen when out of doors, assessing and i 

reassessing his ability to self-administer, and 
! checking expiration dates. In an interview on 
j 4/15/14 at 2:30 PM the manager confirmed that 
the resident's care plan did riot reflect the above 
issues. S/he stated that the resident likes to 
I spend time down at the river and that he does 
' have an Epi-pen but that she was not sure if his 
ability to use it had been assessed. 

I 2). Per record review R#4 is known to leave the 
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R145 1 Continued From page 2 

facility and at times drink aicohoi while out. Notes 
indicate that he has, in the past, returned to the 
facility after he has been drinking. In an interview 
on 4/15/14 at 2:45 PM the manager stated that 
the resident and the facility have agreed that he 
will stay with friends if he has been drinking "too 
much" rather than returning to the facility. There 
is no information in the care plan instructing staff 

^K'i-JIrs+1^1^ res*'»-k4 + i 
I c;^ai 1.^)11^ vviicit (.iw* uu II ivoiucriii ir^iuiiio cur? 

facility after consuming alcohol. The manager 
confirmed, in the interview, that the information 
was not present in the resident’s care plan. 


R162 V. RESIDENT CARE .AND HOME SEPA/ICES 
SS=E| 


o. lu ivieaicaiion Management 

j 5.10.C. Staff will not assist with or administer any 
I medication, prescription or over-the-counter 
medications for which there is not a physician's 
I written, signed order and supporting diagnosis or 
1 problem statement in the resident's record. 


Based on record review and staff interview the 
1 facility failed to assure that staff do not administer 
any medication for which there is not a written, 
signed order for 2 of 5 residents reviewed. 
Findings include; 


I FTj^t” ■>/*«. j-k A t"i>^ •-/‘Si J| .1 / 4l«kk»ki>/*k km/k»kVj>>k nj-L ninv<i.n.j-J 

I CH IC:VI7VV (I Id C VVd C I lU 

physician’s orders for ail medications being 
administered for two residents, R#1 and R#4, in 
I, the resident's record. In an interview on 4/16/14 
at 3:40 PM the facility manager confirmed that 
there were no signed orders for residents #1 and 
#4. In a phone call on 4/17/14 the facility RN 
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stated that there was no system for assuring that 
orders were signed annually and telephone 
; orders were signed within 14 days of receiving 
1 the order. 


5.10 Medication IVlanagement 

5.10.d If a resident requires medication 
^ administration, unlicensed staff may administer 
I medications under the following conditions: 

(2) A registered nurse must delegate the 
responsibility for the administration of specific 
' medications to designated staff for designated 
residents 

j 

i This REQUIREMENT is not met as evidenced 

by: 

Ra^pH <5taff intpn/ipw thp facilitv/ fnilpH tn a<5Siirp 

.. -.. ..W-. ,.. ,W --- 

that a registered nurse had delegated 
responsibility for the administration of specific 
medications to designated staff for designated 
residents. Findings include: 

Per interview with the facility manager on 4/15/14 
at 2 PM the medication delegation book and 
materials were not available for the surveyor to 
review. Per interview with the facility manager 
and the RN on 4/16/14 at 11:15 AM the 
delegation training materials were not available 
i for review and might be with the last RN who 
j worked at the facility. The RN presently doing 
j oversight at the facility has been there since 
January of 2014 but states that s/he has not had 
i the delegation materials since s/he started. There 
I is no documentation that the present RN has 
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R171 Continued From page 5 

adminiSirdtion. Findings include; 

! 

I Per review of the Medication Administration | 
Binder (MAR) there was no list present of j 

delegated staff. In an interview on 4/15/14 at | 
! 11:30 AM the facility Manager and the Registered 
; Nurse (RN) providing oversight confirmed that 
there was no list available of all medicatiDn 

R179i V. RESIDENT CARE AND HOME SERVICES 
SS=F! : 

■ Pi Flfaff .Rcin/irpc I 

- j 

; 5,11.b The home must ensure that staff j 

demonstrate competency in the skills and i 

techniques they are expected to perform before i 
; providing any direct care to residents. There 
shall be at least twelve (12) hours of training each 
year for each staff person providing direct care to 
residents. The training must include, but is not 
I limited to, the following: 


f-i \ r~)r<v; aI. n.»i. 

I nicaiucrii nyi iLf3| 

(2) Fire safety and emergency evacuation; 

■ (3) Resident emergency response procedures, | 
such as the Heimlich maneuver, accidents, police 
! or ambulance contact and first aid; 

(4) Policies and procedures regarding mandatory 
reports of abuse, neglect and exploitation; 

' (5) Respectful and effective interaction with | 

I I HO, I 

(6) Infection control measures, including but not i 

' limited to, handwashing, handling of linens, | 

1 maintaining clean environments, blood borne | 
' pathogens and universal precautions; and : 

: (7) General supervision and care of residents. i 
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' This REQUIREMENT is not met as evidenced 
by. 

j Based on record review and staff interview the 
■ I facility failed to assure that direct care staff 
received twelve (12} hours of training annually 
which included the seven mandatory topics in 
; regulation for five selected staff. Findings include: 

1) . Per record review of the inservice logs for the 
year 2013 for five randomly selected direct care 

' staff members, four staff members were 
j documented to have received training on 3 of the 
' seven mandatory topics and 2 additional topics 
and one staff member was documented to have 
I received training on 1 mandatory topic and 1 

! arlHifinnal fnnir Tharfa ic nn ov/iHpnr'O nf anw 

^ , ,v.. w .w . , w, w V.V.W, .vyvy V. . L-,. .J, 

I additional training for these staff members. In 
: interview on 4/16/14 at 10 AM the facility 
j manager confirmed that the above information is 
I the only information available for the year 2013. 

2) . Per record review Resident #2 has a 
physician’s order for intermittent catheterization, 

I for residual urine, 1-2 times daily, in an interr/iew 
on 4/16/14 at 9:45 AM the manager stated that 
there was no signed documentation of staff 
: delegated by an RN to perform the procedure 
available. 

R302i IX, PHYSICAL PLANT 
SS=E 

I 9.11 Disaster and Emergency Preparedness 

9.11.C Each home shall have in effect, and 
j available to staff and residents, written copies of 
i a plan for the protection of all persons in the 
j I event of fire and for the evacuation of the building 
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wneri necessary, mji siarr snaii oe insiructea 
periDdically and kept informed of their duties 
1 under the plan. Fire drills shall be conducted on 
at least a quarterly basis and shall rotate times of 
day among morning, afternoon, evening, and 
night. The date and time of each drill and the 
names of participating staff members shall be 
documented. 


This REQUIREMENT is not met as evidenced 
by: 

Based on record review the facility failed to 
assure that fire drills are conducted on at least a 
quarterly basis which rotate times of day among 
I morning, afternoon, evening, and night. Findings 


Per review of the fire drill logs for the year 2013 
aii fire drills conducted were conducted during the 
afternoon hours, between 12 noon and 6 PM. In 
an interview on 4/16/14 at 3:20 PM the staff 
member responsible for scheduling the drills 
stated that s/he was not aware that it was 
recjuir^d thstdrilfs b6 sch6du!6d st ths sp6cif!c 
various times of the day listed in regulation. 











Survey Response 
Cota’s Hospitality Home 
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R136 Resident Care and Home Services 


^ *7 A cc^cctvi^>n+c 

. 1 1 jl.oow'00iji.wi.ii..o 


Assessments for Residents 1 through 5 have been updated and 
signed by RN. 

Renewal log has been made and will be nut in use as of Mav 15. 
2014 Copy of log sent along with this response. 


All .^U 

2^11 v^iiaiL 5 lui iciicwtu umc 5 ». 


RN and manager will be responsible to see log maintained and 
assessments done on time. 


Updates for 2013 unfortunately were missed due to serious health 

problems for both the RN and Manager. New RN now in place 

and Manager back to work: ^ 


R145 


S Qr- C^are^ Pltinninor 


Resident 1. Care plan now reflects discussion/teaching re water 
safety and use of epi pen. He will come and immediately let us 
know if used epi pen and will be transferred and monitored at local 
ER at that time. Is a strong swimmer reminded there is safety in 

Resident 4. Discussion and recommendation by Primary Physician 
found in Annual physical note 2/4/14. Copy of Dr’s report sent 
along with response. Staff has also discussed this with resident and 
he has signed a Risk agreement. Care plan reflects these actions. 




R162 

5.10 Medication Management 


j. X CUiU T iiciy CUlU cut/ 111 




residents record. 

Renewal log will be in place 3s of 5/15/14 RN and Manager will 


tr^r c<^<=‘infT ttlaf ic rr>ointciin<=»a ctnA ctccf^ccme^ntc 

i WkJ^V/iAkJii-'XW JLV/J. «^XC4.|^ 40 J.XXi4.4 CUIVX C*0 O W004 X 4 WJ.X 1^0 j 

care plans and order renewals are done on time. See log. 
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5.10 Medication Management 
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TII'XT ^TTI rt- 1 rt--4-^ 
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meds, catheterization , glucose testing and CPAP use. 

Task will be completed by June 30™ 2014 

Anv new emolovee will receive delegation status with in first 

*/ x ^ — • ----- 


month of employment, if not sooner. 

T>XT^_ i ___:iii___j-1_j____ii 

jtun auu minmgcr win dc worKiug logctncr lo see an siaii 
delegations are done and on file. 
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5/10 g Medication Management 

List of staff giving medications with initials used to sign oft 
medications in front of MAR will be updated to also note date of 
delegation. Date of completion June 15^^ 2014 






OXT 


AV^ UVXW^tALlY^li \JA liXVU C4UXXXlXXX2)LXatlUXX gXJlllg WlUl XVIN 

RN and manager will make sure this is kept up and any new staff ^ 

SOC 


trained are added to log/signature sheet. 
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D.ii oiau services 


1. Schedule of yearly trainings/inservices had been set up by Lisa 
K, our past RN, who became very ill and was not able to complete 


trtiininac 

V.^XWk.J W bX X A^^k..r k 


T iQt i^nrl A'F+r'aininfAc wrf=^rf=^ Txrifl-i lacX 
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survey correction. Manager was out part of the year also due to 

medical issue. Manager is now back and new RN has started 

working with us. RN is setting up her own schedule and has ^ 

started with trainings as of March 2014. 

11 Uo. ^...11 ^7 y] y-% A t .* -t .a^ «■'> 1 1 “tA 

Will u\^ xuiiuw\./u oiiu / iiioiiaaiuiy uanimgs wiu uc 




done by January 2015 

List of mandatory inservices reviewed at 5/7/14 staff meeting. 

'TU "fWI 1/Xti n -I '■•r^ fVO C«/X for Kt, T?XT 

i iwiiw w mg Li ciimiig.^ iicLvw J.CU. uy Jii^vv xvo.’n. 

Medication administration review 
Male Catheterization review 
Abuse and neglect Reporting 
Fire safety/fire drills (mike Cota) 

I 7 yJii 1 y-k n n\r t ■ '■4' -^y-v tr^ir T T") T 

jc^uu^aiiua jja^JbkCi^ imvc uct;u pui lugcuici uy ivin. 

2. Delegation book found. RN working to re delegate this task 
Will be done by 

RN and manaj?er will see each new emnlovee is nronerlv delegated ..n ■. 

i*% 

K3UZ 

9.11 Disaster and emergency preparedness 

9.11c Fire Drills will be performed at appropriate times per 

rp'rriilatinnc K/fiVp' C 'nfti will rf^crtnncihlf^ tn r‘nmr»lf^fp' np‘P'rlf‘rl 

J. wg . XT.LAA'»..W V-y* ^ VU. VTA.EJL W J. W kJ Jj^ V./JL Jlk-P A ^ X W W./ W^AAXJj^AWVW AAWWAVXA 

drills and documenting them in Fire Drill book. 

Policy and regulation discussed at 5/7/2014 staff training/meeting. ^ 


oauiuiiLtiu uy. 

Mike Cota, Owne r 


I 1 I I yv--v 3^^ 


Jane White T ,PN/RSAW Manager 0,. 1 r,L 

- . __ - J- - ^J-1 Ay 1 —1_ - - ■ ' ■ - 

Susan Shafer RN . L. L Ji^ 



